Families in Taiwan are considered central in caring for frail older people. However, rapid social changes are reshaping Taiwanese family values and structures. In this study, we explored the challenges of intergenerational families in caring for frail older people in Taiwan. Using a multiple-case study, 32 participants representing 12 families comprising three or more generations participated in individual, semistructured interviews. A grounded theory technique was used for the data analysis. Four themes emerged in the findings: intergenerational and intragenerational disharmony, restrictions in the physical environment, financial caregiving burdens, and lack of support from the healthcare system. The findings can help raise awareness of filial caregiving obligations of aging family members that have shifted from a parent-child dyad to being shared across multiple generations in Taiwan.
INTRODUCTION
Because of global decreases in fertility and mortality rates, as well as increased life expectancy, the proportion of older people is increasing worldwide (United Nations, 2009 ). Older people are particularly vulnerable to chronic diseases, which has led to an increased demand for long-term care services, such as aged care facilities and family support (Harper, 2014; Meijer et al., 2012) . Family relationships have become increasingly complex, because the extended life expectancy of people has prolonged caregiving relationships (Bengtson, 2001) . In responding to these challenges associated with an aging population, governments have struggled to reconstruct healthcare policies and implement strategies to provide care for older people (Boushey, 2011; Gray & Heinsch, 2009) .
In Taiwan, older people represented 11.99% of the total population in 2014 (Department of Statistics, 2014) , and this figure is projected to exceed 20% by 2030 (Ministry of the Interior, 2007) . The Taiwanese Government has substantially emphasized support for older people so that they can remain in their communities rather than institutions (Chiang, 2009 ). There are three primary types of long-term care: home based, community based, and institutional. Healthcare policies in Taiwan are consistent with the cultural expectations of Taiwanese society; filial piety is an aspect of Confucianism that emphasizes respect for one's parents and ancestors, and mandates a reciprocal duty of care between parents and children (Yeh et al., 2013) . Religion has traditionally been considered part of familial culture (Aga et al., 2014) ; for example, Buddhist beliefs support people acting as caregivers for their dependent family members (Hsiao et al., 2011) . With regard to traditional caregiving practices in Taiwan, caring for older people is viewed as a family responsibility, and children provide such care as part of their filial obligations (Yeh et al., 2013) ; the eldest son generally makes decisions regarding caregiving arrangements, and his wife typically provides care to his parents and grandparents.
Although Confucian philosophy and Buddhism foster filial piety and influence caregiving obligations, these obligations have changed since the industrialization of Taiwan. With increased educational attainment and the adoption of Western values, younger Taiwanese people have prioritized their own interests over those of social groups, and are less likely to sacrifice their own needs for the benefit of others (Liu et al., 2011) . Parent-child coresidence has diminished, and a new form of familial obligation, termed "neofilial piety", has emerged: parent-child coresidence is established not because of tradition, but rather a decline in parent health, the need for child care, and benefits from familial resources (Tseng et al., 2006) .
Because Taiwan has experienced drastic decreases in fertility, marriage rates, and the average age at marriage, along with substantial increases in divorce rates, family size and the number of intergenerational households have declined. The proportion of older people living with their adult children was estimated to have declined from 70.97% to 57. 28% from 1987 to 2005 (Department of Statistics, 2009 . In 2009, two-, three-, and four-generation families represented 29.83%, 37.86%, and 0.78% of Taiwanese families, respectively. Long-term care for frail older people has become increasingly difficult for intergenerational families, especially as younger generations have assumed multiple commitments to work, children, and community (Tsai & Lai, 2011) . In Taiwan, aged care homes are scarce and typically costly, and community healthcare services frequently struggle to meet demands .
Because of the increasing difficulties faced by primary caregivers in modern Taiwan, caring for older people has become a multigenerational responsibility (commonly referred to in the literature as "intergenerational caregiving") that has seldom been researched (Hashizume, 2010; Boquet et al., 2011) . Intergenerational caregiving refers to caregiving behaviors that occur between generations, which occasionally skip a generation. Although Taiwanese family caregiving studies have examined concerns related to frail older people, such studies have often been unidirectional in approach, focusing only on primary caregivers. Szinovacz and Davey (2007) argued that focusing on a single perspective cannot completely explain the presumptive requirement of an entire family to care for older family members. This applies to Taiwanese culture, in which caregiving is rarely an individual responsibility, and is generally a family responsibility. Pertinent research requires examining not only individual caregiving perspectives, but also the interactive and dynamic caregiving processes within the family and the larger social system. Therefore, Taiwanese family caregivingrelated studies require a more specific approach, particularly in postindustrialized Taiwan. This has become globally pertinent, as many countries have struggled with changing patterns of family caregiving for frail older people. In this study, we explored the challenges faced by multiple generations of families caring for older people in order to determine the community needs of such families.
METHODS
This study employed a qualitative multiple-case study design that primarily asked "how" and "why" questions, and required little control over behavioral events. Yin (2014) offered practical techniques for analyzing the differences between and within cases, enabling investigation of the contemporary phenomena of intergenerational caregiving in a real-world context.
Setting and participants
This study was conducted in a suburban northern region and a rural southern region of Taiwan. Through purposive sampling, 12 families providing care for a frail older family member were recruited through home care agencies and local care management centers. The criteria of frail older people were based on the common medical definition used in Taiwan: people aged 65 years or older and impairment in one or more activities of daily living, according to the Barthel Index (BI) (Ministry of the Interior, 2007) .
Of the studied families, six were three-generation families, and the other six comprised four or more generations, with two to eight people sharing a household. A total of 32 participants were interviewed: 11 frail older people, three of their spouses, and 18 offspring caregivers. In seven of the studied families, grandchildren were interviewed because they played a critical role in caregiving. The older people ranged in age from 70 to 95 years (mean age: 81 years). Six of the older people did not have any formal schooling, and six had completed primary school. The most common illness among them was cardiovascular disease, followed by neurological disorders. These conditions generally coexisted with other chronic illnesses, such as diabetes, urinary tract infections, cataracts, and gastrointestinal disorders. All the older people depended on a walking device and seven had a moderate-to-severe degree of dependence (BI score ≤60), whereas the remaineder had a mild degree of dependence (BI score >60) ( Table 1) .
Data collection
The primary data collection strategy was an individual semistructured interview conducted at the family's home. In general, each generation was interviewed separately to allow them freedom to elaborate on their experiences. The interviews were audiotaped or handwritten notes were taken if the participants were uncomfortable with tape recording. The interviews lasted 45-90 min, depending on the availability of the interviewees, individual experiences, and most importantly, the health conditions of frail older family members. Because Taiwanese family structures can be complex, each interview began with the creation of a family genogram to determine family structure; subsequently, caregiver or care recipient experiences were explored. Sociodemographic data were collected to determine the family background and to enable comparisons among individuals and families.
Ethical considerations
Ethical approval to conduct this study was obtained from the La Trobe University Human Ethics Committee (no. 10-081) in Melbourne, Victoria, Australia. Letters of support were obtained from two family caregiver organizations, a home care agency, and four community care management centers. Prospective participants received written information about the study in Chinese, and those willing to participate provided signed consent.
Data analysis
The researchers applied data analysis methods commonly used in grounded theory. Description and conceptual ordering (i.e. open, axial, and selective coding) were employed (Strauss & Corbin, 1998) . Thematic coding involves analyzing raw data to identify concepts while generating categories and subcategories based on properties and dimensions. Thus, data were analyzed during the data-collection phase following each interview. As challenges were identified, they were further explored with the interviewees. The total number of participants in this study was 32 to achieve data saturation. At this point, no new concepts were discovered, and consequently, participant recruitment was terminated. NVivo software (version 9; QSR International Pty Ltd, Doncaster, Victoria, Australia) was used to manage and analyze the data. The preliminary analysis involved data examination by two nursing professors to assess conformability in terms of links between emerging categories and data (Lincoln & Guba, 1985) . This was an ongoing process, because alternative explanations and suggestions enabled expanding the findings (Yin, 2014) .
RESULTS
In-depth data analysis revealed that caregiving arrangements among the families were complex, and that multiple caregivers across generations provided care for older people. The families negotiated the various physical, medical, and financial responsibilities involved in caring for their older relatives. Alternatively, a shared-care arrangement was established:
My grandmother has three sons. As for her living arrangements, she lives with them on a rotating basis. She stays with each son's family for 10 days. (Family case 1-grandchild)
Challenges arose as these negotiated responsibilities created intergenerational and intragenerational disharmony, restrictions in the physical environment, financial caregiving burdens, and (d) a lack of support from the healthcare system, which exacerbated these problems. Notably, these concerns have become increasingly complicated because of rapid social changes.
Intergenerational and intragenerational disharmony
In some of the families, intergenerational caregiving allowed for shared caregiving decisions and negotiated support between generations, which potentially relieved caregiving burdens. However, family disharmony ensued when family members differentially adhered to traditional or contemporary values, resulting in clashes in negotiating when, how, and from whom care would be provided. A lack of agreement within a family often causes unhappiness or difficulties between generations (e.g. older people and offspring) and within generations (e.g. siblings and couples). This was most evident in the relationships between older women and daughters-in-law; traditional norms strongly dictate that daughters-in-law must care for their mothers-in-law:
(My mother-in-law) asked me to do this or that; I told her to ask someone else, like my sons, when they were home. In fact, things my mother-in-law wanted me to do are not burdensome, but stressful. The stress made me think: "Why me? Why always me?". (Family case 3-adult child 1)
Adherence to traditional roles and responsibilities strained relationships and affected cooperation in several families. In one family, a granddaughter (living with the corresponding older relative) with a low-income status provided care, but was not involved in major healthcare decisions. Instead, her eldest brother, who did not live in the home of the older relative but provided financial support, assumed responsibility for such decisions. This also affected the older woman receiving the care. She was aware of the burden she created, which made her fearful, as the granddaughter explained:
If (my grandmother) isn't well, I ask her whether she wants to see a doctor. However, she usually refuses because she's afraid my brother will put her in a nursing home. (Family case 5-grandchild)
The frail older person's dependence on family care meant a loss of control and a need for passively accepting family decisions, including possible placement in a nursing home. Traditional norms also created intergenerational disharmony. In one family, the grandparents raised the children of their two adult children, who were divorced. The grandchildren also inherited their grandparents' property. In return, the grandchildren assumed care responsibilities for their aging grandparents. However, not all the grandchildren in the examined families felt this obligation:
I felt that because (my younger male cousin) is a man, he should have lived with (our grandparents) after he got married, but he said he did not care; he wanted to earn money and leave this family situation. (Family case 12-grandchild)
Traditional roles and responsibilities were not always willingly assumed, which exacerbated familial disharmony:
My mother raised me and I take care of her; I don't think it's unfair to me. I only care that it seems my mother doesn't treat me fairly. She thinks that because I am the oldest (male), I have the responsibility of taking care of her. (Family case 3-adult child 2) Furthermore, there was inconsistency in the application of traditional values by the older people:
My father died and left a fortune. (My mother) said it was fair if three children inherited it equally. Yet she gave most of it to my younger brother. (Family case 3-adult child 2) Thus, the mother expected her eldest son to assume responsibility for her care; however, he did not receive the monetary reward normally associated with his position, creating disharmony among the siblings. Tension between older people and their family caregivers could also negatively affect the health of the older people:
(My mother-in-law) doesn't like me, and sometimes, even when I fetched her a meal, she wouldn't eat it if she was in a bad mood. (Family case 2-adult child).
It was unclear in this situation whether the frail older person lost interest in maintaining his or her health or was seeking family attention; however, it was clear that there was disharmony in this household. The older person reported:
If I can do things myself, I will do them without bothering (my offspring caregivers), as sometimes, they give me a long face. (Family case 2-older person).
Although the tradition of filial piety was observed in the families, it complicated and threatened familial relationships, affecting the quality of care for the frail older people and increasing the burden on the family members who accepted their filial responsibilities.
Restrictions in the physical environment
The offspring caregivers explained that the physical structure of a house was not conducive to caring for a frail older person. They struggled to resolve the problems introduced by the inappropriate physical environment. For example, family houses in Taiwan are typically more than two storeys, with the living quarters predominantly upstairs; concrete floors make structural changes impractical. When an older person fell, injury was common. Bathroom design was particularly problematic, because in Taiwan, bathroom entryways tend to have a raised threshold; the Taiwanese bathing ritual generally involves standing beside the bathtub to wash before immersing oneself in the tub, and the raised threshold prevents the water on the floor from leaking outside the bathroom. However, this had negative consequences for the families:
(My mother) wants to bathe in the bathroom, but it isn't easy for both my father and me, as I am not strong and my father is very old. It's very likely that the two of us can help her to the bathroom, but can't get her inside, as the bathroom is slippery and has a high doorsill. (Family case 11-adult child) Physical structures limited opportunities for older people to remain mobile and independent within their houses, contributing to social isolation: I stay home, and it's troublesome to get downstairs. I now can neither walk nor move around; I have to bother In this situation, the older person was very aware of the increased burden on the family. The caregiver worked in a family shop on the ground floor; therefore, assisting the older family member to move outside was difficult:
I have a lot of things to take care of upstairs and downstairs; I can't really handle them all. (Family case 2-grandchild).
Medical equipment or healthcare support that can assist caregivers and reduce their burden was unavailable. One older person reported that she experienced abdominal pain while struggling to get out of her bed, which was positioned against a wall; a physician's examination suggested muscle strain. However, no advice was offered concerning management of the situation. Typically, the older people had to devise their own strategies:
If I want to sit up, I have to move downward a little, and my youngest son holds my armpits and pulls my pants to prevent me from falling again. (Family case 10-older person).
Families struggled to assist non-ambulatory older people in attending medical appointments. Even if assistive equipment is available, most public transportation and public areas are not designed to accommodate disabled people.
Financial caregiving burden
Some of the families had poor financial circumstances in caring for frail older people. The quality of caregiving depended on the financial conditions of the families. Because of limited income, the offspring caregivers could not adequately provide for their frail older family members or relieve their own caregiving stress. Adjusting their homes to accommodate frail older people more effectively was impractical. Even with intergenerationally-shared caregiving, some of the families struggled to meet fundamental needs, such as providing nutritious food and appropriate medical care. Moreover, with insufficient money, alleviating the caregiving burden was difficult:
We're not affluent, so we cannot afford to hire someone to assist us. Other people who have the money can hire helpers to take care of the older family member. (Family case 1-adult child).
In addition, caregiving and work responsibilities competed:
When (my grandfather) calls me to come home to cook or bathe him while I am at work, I think, "I am working now, and you just called me to go home to bathe you". And over time , when I am nervous or everything is not smooth, it makes me feel really tired and annoyed. (Family case 9-grandchild 1)
The offspring caregivers generally had multiple commitments and were stressed by the difficulty of balancing work and filial responsibilities, which affected their provision of care to the older adults. In one situation, a relative was able to provide accommodation, but could not provide care during the day, which had severe consequences: (My grandmother) fell and she broke her hand bones. She was too weak to get herself up. My uncle didn't find out until he came back from work. (Family case 1-grandchild) .
This situation highlights the unsuitability of the physical environment. To protect the older person, their mobility was restricted by their families:
I pay attention to those things every day. For example, I check to see if he takes the wrong pills and ask him not to walk around unless necessary. I want him to walk with the quad cane, and at most, he walks from his bedroom to the living room and sits in the living room for a while. (Family case 9-grandchild 1)
This lack of mobility not only affected the quality of life of the older person, but also potentially contributed to his or her declining physical and mental health.
Lack of support from the healthcare system
The Taiwanese healthcare system is publicly funded, and acute medical care services for all residents of Tawain have been covered by the government since 1995, in association with the National Health Insurance program. Long-term care for disabled people in Taiwan is provided by a short-term project, the "National 10-Year Long-Term Care Plan", established in 2007. The Taiwanese Government promotes aging at home rather than at institutions, and has attempted to assist families of frail older people by developing related long-term projects. However, offspring caregivers in multigenerational families have struggled with the inefficient healthcare support. Several of the families in this study were unfamiliar with the types of community health resources available and how to access them. Navigating the bureaucracy of government-provided services was difficult because of the limited availability of information or assistance, and the management of various services by different departments:
We have to be aggressive in seeking the organizations and governmental departments that can help. Without our friends, we wouldn't have known what to do. (Family case 8-adult child 1)
In addition, finding the appropriate service department did not guarantee support, because families had to meet stringently controlled eligibility criteria. The families that had access to home care services, despite finding them beneficial, were still concerned about the cost and frequency of such services. Another concern was the timing of care to accommodate multiple family commitments and responsibilities. The families also received little healthcare advice or assistance, and when they did, it was often provided in an ad hoc manner:
What (healthcare) professionals in the hospital taught us about providing care was minimal, except during hospitalizations. When (my mother) was hospitalized, doctors and nurses told us what to observe. (Family case 7-adult child)
Although healthcare professionals provided some information on the older people's illnesses, their instructions did not facilitate everyday caregiving tasks. The caregivers perceived medical staff as passive and disinterested; assistance was provided only when the family actively sought it. They learned to actively ask questions because healthcare professionals did not appear to realize that they needed to inform the families of the consequences of their medical plans.
Most caregiving knowledge and emotional support were obtained only through informal support networks. The provided information enabled reciprocal actions between friends:
The parents of one of my friends are in the same situation as my father, and I like to share my experiences with her, similar to how my other friends share with me their experiences. (Family case 8-adult child 2)
The concern in this instance was the quality of the information and its appropriateness; however, limited resources are available for professional advice on home care. Although the caregivers managed the care of the frail older people, their friends also provided assistance with other life responsibilities, such as child care. This alleviated the immediate burden of caregiving.
In conclusion, the microcosm of family life portrayed in this study reflects contemporary Taiwan. The difficulties of intergenerational caregiving were sometimes ineffectively managed and could not be resolved completely. Within the micro social system, the divergence of individual and family norms or beliefs created tension among family members, and a disabling environment and limited funds impeded the provision of quality caregiving. When the families attempted to reframe family life, searching for formal support within the macro social system was likely to be inadequate.
DISCUSSION
In Taiwan, the number of large intergenerational families that share responsibilities for their aging relatives is declining. Within and between generations, families are separated as family members, migrating nationally and internationally to seek employment and a higher quality of life (2012). These migratory trends are not unique to Taiwan. The small nuclear family common in Western countries can be dispersed as employment opportunities shift, forcing families to leave behind aging relatives. In these situations, community healthcare services or residential aged care facilities can assume caregiving responsibilities; however, determining who makes caregiving decisions can be problematic. In countries, such as the Netherlands, aged care provision is a state responsibility, and adult child caregivers express ambivalence about maintaining social contact rather than caregiving; that is, their caregiving decisions are based on visiting their aging parents, rather than providing care (Stuifbergen et al., 2010) . In our study, filial obligations continued to influence Taiwanese family members to assume caregiving roles. However, this influence is changing; filial obligations were inconsistent across generations, and families varied in how these obligations were met.
Traditional and emerging cultural norms coexisted in these intergenerational families. At the macro level of social systems, globalization has increased the prevalence of diverse values, beliefs, and faiths between individuals and within families (Dhar, 2011) . At the micro level, individual and family norms or beliefs caused conflict within and between generations. One US study reported on family disagreement over who should be the primary caregiver (Keeling et al., 2008) . In Taiwan, the situation is more complex because there can be more than one caregiver: Family members in different generations might assume various caregiving roles to express filial piety.
Intergenerational and intragenerational disharmony occurred when some of the family members chose not to honor their traditional caregiving responsibilities. Strained relationships between the frail older people and their offspring caregivers created further disharmony, and potentially affected the help-seeking behavior and well-being of the older family members. Stuifbergen et al. (2010) found that frail older people tried to avoid being a burden on their families and worked to retain favorable relationships in the caregiving dyad while receiving practical help. In this study, the frail older people attempted to offset the burden on their families with financial rewards and also tried to manage their own care, which sometimes resulted in injuries. Reciprocity in the form of financial reward or property exchange is a means of favor-seeking in families (Stuifbergen et al., 2010; Del-pino-Casado et al., 2011) ; however, in this study, the caregivers did not always benefit. Conflict regarding what was traditionally acceptable (i.e. filial piety) and what was fair (i.e. financial reward) often occurred between generations.
The long-term nature of caregiving created strain in several of the families (Washington et al., 2009) ; this was exacerbated by the physical limitations of the home environment and a lack of appropriate equipment, which restricted the frail older person's mobility, creating social isolation and affecting their quality of life (Comans et al., 2011) . Several of these families had a low-income status and reported that financial support was unavailable to them, resulting in considerable financial stress. Moreover, their income was affected by the caregiving responsibilities. The families were either unaware of available services or struggled to access them. Because of inadequate and passive support from formal care services, the caregivers commonly developed their own caregiving strategies or sought help from friends. These findings are similar to those of previous studies that that friends and neighbors are most commonly relied on to assist families in fulfilling caregiving duties (Stockwell-Smith et al., 2010) . If healthcare professionals assume structured and active roles in assisting families with their caregiving responsibilities, family capacity or willingness to manage care might improve.
Limitations
This study had some limitations. First, each participant was interviewed only once; therefore, establishing trust during the interviews was difficult, particularly with the older participants. Moreover, purposive sampling of Taiwanese suburban and rural settings was employed in this study. Taiwanese society is highly heterogenous, with local variations in culture, government management and policy, availability of welfare and healthcare services, and local economic and family structures. Furthermore, because of the small sample size, the findings are not representative of older adults living alone. This limits the generalizability of the findings; however, such generalizability was not anticipated with a case study methodology. Therefore, this study endeavored to produce findings that were generalizable to families whose situations are similar to those of the families included in the present study.
CONCLUSION
This paper provides insight and information on the challenges of intergenerational caregiving families with frail older members in Taiwan. In providing care for older family members, familial disharmony can affect the quality of care and contribute to caregiver burden. Potential sources of community support and assistance from healthcare professionals must be made available to aid families in providing care.
IMPLICATIONS
Healthcare professionals can apply the findings of this study to assessing the demands of frail older people and their families concerning the family capacity to provide care, caregiver burdens, and support networks. Individuals' cultural values, beliefs, and family relationships should be considered in the context of shifting traditions, and healthcare professionals must recognize the need to facilitate communication among family members of different generations.
